MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WE
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STATE FILE NUMBER

1. PLACE OF DEATH

2. COUNTY Crawford

2. USUAL RESIDENCE {Where decessed |ived.
. ST, . .
a. STATE Ml SSOLII‘H_ COUNTY

i institution: Residence before
Crawforg *mwin

b. CITY (If outside corporate limits, give TOWNSHIP only}

Towh - Oak Hill Twp.

Length of stay in 1b

ifetime

€. CITY
OR
TOWN

Cuba

- Inside Limits
Yes ] Ne

¢. FULL NAME OF {If NOT in haspital, give location}
HOSPITAL OR
INSTITUTION Parm Home

. Inside Limits

Yar[] NoX

d. STREET
ADDRESS

Rural Route 1

[(If outside, give location) Resids on Farm

Yes ] No O

3. NAME OF DECEASED
(Type oF print)

First

James

Middle

Alexander Simpson

Last

4. DATE

Month Day Year

AN January 6, 1963

6. COLOR OR RACE

white

5. SEX
male

Widowed )

Divorced [J 1

7. Marvied [T MNever Mariied [0 |6. DALE oF gl}%H2

9. AGE (last birthday)

IF UNDER T YEAR | IF UNDER 24 HR
Months | Days Hours . Min.

10a. USUAL OCCUPATION [Give kind of work done

10b. KIND OF BUSINESS OR INDUSTRY

ref{PEY HeT

t of workig life, ev%'l if retlred)

andg

1

frrmer -farming

BIRTHPLACE (City and state or cauntry}

12. CITIZEN OF WHAT COUNTRY -

Oak Hi11,

Mo,

USA

13a. FATHER'S NAME

13b. MOTHER'S MAIDEN NAME

14. NAME OF H

USBAND OR WIFE

Gt
Nancy ggﬁ%égnLelton

Ebenezer Simpson Rachel Souders

OR
TYPEWRITER RIBBON

USE BLACK INK
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DOCUMENT

SHOULD READ

ITEM NO.,

BY AFFIDAVIT OF

¢

15. WAS DECEASED EVER IN U.S. ARMED FORCES?

16, SOCIAL SECURITY NOQ.

(Yes, no, cr.unknown) | (If yes, gi ar or dates of
ho , i

18. CAUSE OF DEATH (Enter only one cause per
PART I. DEATH WAS CAUSED BY:.

17. INFORMANT

Address

Cecile Simpson - Cuba, Mo. Rt., 1

IMMEDIAYE CAUSE {a)

DUE TQ (b)
gave rise fo

above causs (a),

stating the under-

Conditions, 1f uny,]
lying cause Jast

DUE TO (g}

INTERVAL BETWEEN '
2NSET AND DEATH

__ -

PART II.
disease condition given in PART | (a)

OTHER SiGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal

PART Ill. If deceased was famale wa
there a pregnancy in last 90 da

!DYGII DNolDUnkm

9. WAS AUTOPSY | 20s. ACCIDENT SUICIDE  HOMICIDE
PERFORMED? (] O 0
YES ] NO

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

njury in PART | or PART 1| of item 18.}

Mour
am,
pom,

20c. 'll"IqME OF . Month, Day, Year

JURY

MEDICAL CERTIFICATION

20d. INJURY QCCURRED
. WHILE AT WORK [
NOT WHILE AT WORK [J

20e. PLACE OF INJURY {e.g., in or ebout home,
farm, factory, street, office.bidg., exc.

207, CITY, TOWN, OR LOCATION

COUNTY STATE

21, | attendsd the deceased

Death occurrad aje

22a. NA

23a, BURLAL, CREMATION,
REMOVAL (Specify)

bhurial 1-8-1963

" m—#_é;s—and last saw pio, alive on_@ Z/ -G

v on. the date -"mq above, and to the best of my knowledge, from the causes stated.

27. ADDRESS

22¢, DATE SIGNED

- r-63

23¢. NAME OP'CEMETERY OR CREMATORY

Oak Hill Cemetery

23d. LOCATION (City, town, of county)

Oalk Hill, Mo,

{State}

24, FUMNERAL DIRECTOR ADDRESS
Gottenstroeter Funeral Home

/-8

25. DATE RECD, BY LOCAL REG.

~/74 3

Uwensville, lNo.

r's St

on Reverss Side)

IGNATUBE
AL~ '/,

- ‘]L’- oot WA

26. BEGISTRAR
e
Ld 4!




-

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on "t!;le reverse side of this certificate was embalmed by me,

or by : . r“ Student Embalmer No.

. working under my personal supervision.

\

Student i Signed
Signature of Student Embalmer

i Licensed Embalmer No. ;l 65’

T - poO Address_@wﬂdml_mﬂ

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). . -

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated sbove.




